CLAIM FOR REVIEW
Michigan Department of Consumer & Industry Services
Bureau of Workers’ Disability Compensation
PO Box 30016
Lansing, Michigan 48909

INSTRUCTIONS: SEE REVERSE SIDE

1. SOCIAL SECURITY NUMBER 2. EMPLOYEE NAME (Last, First, Middle Initial)

3. EMPLOYEE STREET ADDRESS 4. CITY 5. STATE 6. ZIP CODE

7. PARTY FILING THIS APPEAL
[] Plaintiff [J Carrier or Self-Insured [] Employer (If Uninsured) [] Other (Specify)

8. EMPLOYER NAME 9. FEDERAL ID NUMBER

10. CARRIER OR SELF-INSURED NAME 11.  NAIC OR SELF-INSURED NUMBER

12. ORDER NUMBER
A COPY OF THE ORDER BEING APPEALED MUST BE ATTACHED

13. TYPE OF ORDER BEING APPEALED (Check Only One)

A. [] Decision on Merits D. [ Interlocutory Decision G. [] Vocational Rehabilitation Order
B. [ Dismissal of Petition E. [] Redemption Order H. [J Attorney Fees
C. [0 Director’s Order F. [J Advance Payment Order I. [ Other

14. BASIS OF CLAIM. THIS APPLICATION FOR REVIEW OF CLAIM IS BASED ON THE FOLLOWING GROUNDS:

15. TRANSCRIPT REQUIRED? IF NO, REASON:

[ Yes [ No
16. NUMBER OF TRANSCRIPT(S) |DATE TRANSCRIPT(S) ORDERED HEARING DATES:
17. PROOF OF SERVICE ATTACHED? IF NO, REASON:

O Yes [] No

18.1f representing yourself, please complete this section.

SIGNATURE TELEPHONE NUMBER DATE SIGNED

( )

19.Legal counsel, if obtained, must complete this section.

SIGNATURE ATTORNEY 1D NUMBER DATE SIGNED
P-

Authority:  Workers' Disability Compensation Act 418.101 et seq.
Completion: Voluntary
Penalty: Order Stands

BWC-262 (10-98) FRONT



INSTRUCTIONS FOR COMPLETING BWC-262

A Claim for Review must be filed within 30 days of the mailing date of the magistrate’s order, or the order stands
as final. However, all redemption, advance payment, attorney fee, and director’s orders must be filed within 15

days, or the order stands as final.

The completed form should be sent to the address on the front of this form along with a copy of the order
being appealed. A separate Claim for Review must be filed for each order being appealed. If you require more
space than is provided on this form, use a separate sheet of paper to provide the additional information and include
the employee’s name and social security number. Please note on the application that the required information is on

an attached sheet.

Only one box should be checked.

Indicate which party is filing this app‘eal. If other,y pleéSe specify.

name of

Enter the FEIN (Federal Employer ID Number) of the employer listed in
Item 8, if known.

Indicate which type of order is being appealed. If Box A, B, C, or D is
checked, any future filings on this appeal must be sent to the Workers’
Compensation Appellate Commission, PO Box 30468, Lansing, MI 48909.

Transcript Required/Reason

H(s)/

17. | Proof of Service Attached

Indicate whether proof of service is attéchedy. If nét aftéched, specify

the reason.

19. |Attorney Signature

If legal counsel is obtained, the attorney must sign and date this form
and provide attorney ID number.

BWC-262 (10-98) BACK



